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(faradic) current are likely to recover following closure of the sac even if they have not shown voluntary activity before closure. On the other hand, it has been a frequent finding that stimulation of the neural plaque results in contraction of muscles in the limbs that showed no response to faradic stimulation and these muscles failed to recover after operation. The explanation for this phenomenon awaits further study.
The important practical conclusion is that surgical closure should be undertaken urgently, if possible within the first 48 hours of life, and that severe paralysis of the lower limbs should not be a contraindication to this since there may well be a considerable recovery if operation is undertaken.
The Early Management ofParalytic Deformity Dislocation of the hip and deformity of the foot is a common finding at birth in many of these children, and an analysis of the relationship between the paralysis and the deformity confirms the view that these deformities have arisen as a result of intra-uterine muscle paralysis. The management of these deformities is very different from that of similar deformities in unparalysed children. The dislocation of the hip is a paralytic one and is not, at first, associated with any abnormality of the acetabulum. For this reason, immediate reduction of the dislocation is not necessary and it is unwise to apply splintage which adds to the difficulties of nursing in the early weeks. It has been my custom to wait until the third month before attempting any orthopxedic measures and it has rarely been impossible to obtain reduction of the dislocation following an adequate adductor tenotomy.
The deformities of the feet, likewise, are paralytic in nature: The fact that there is likely to be sensory paralysis demands the greatest care in the application of splints to obtain correction and I believe that it is better to obtain the correction by operative division of the short tissues and tendon transplantation as in cases of poliomyelitis. (Lahenc& & Coates 1962 , P9rar & Guthkelch 1961 , Merrill etal. 1962 showed that:
(1) Up to the present, the great majority of children with meningomyelocele who have survived to school age are educable in terms of intelligence levels.
(2) Although there is a tendency for children with meningomyelocele and associated hydrocephalus to be less intelligent than children with meningomyelocele without hydrocephalus, yet the findings of Laurence & Coates indicated that 73 % of children surviving with hydrocephalus were educable.
Two groups of educable children with meningomyelocele were studied in terms of IQ and educational attainments: (1) 26 children aged 8-16 years attending a residential school for children with physical handicap. 85% of these children had IQ 80 and above. Educationally, of 25 children, 24 were making average or above average progress.
(2) 45 children of school age and over in a long-stay children's hospital and school, 56% without and 44% with associated hydrocephalus, arrested spontaneously. The IQ range of the children without hydrocephalus was normal. The IQ range of the children with hydrocephalus was skewed in a negative direction but 65 % were educable in an ordinary school and 30 % in an ESN school. Educationally 69 % were making average progress.
Discussion
These children may represent selected groups of surviving children with meningomyelocele, and therefore may not be typical of all children with this condition. However, they represent a number of severely handicapped children, and there may be more in the future as methods of treatment change.
Ineducable children: The records of 800 surviving children in a hospital catering mainly for severely subnormal children were examined, and only three cases were found; two of them were making reasonable progress in daily living activities.
It is concluded that the outlook for educable children with meningomyelocele, with or without hydrocephalus, during their school years, is optimistic.
